MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =G 02 077 _
DEPARTMENT OF PUBLIC HEALTH AND ﬁzﬁz ey Resisaion Diswict Ko 3_0_&54}““""" . _____'1‘],_ STATE FILETIOAOER

Registration District-No.
DO NOT WRITE AMENDED e

T 1. PLAC| ’ v . . 2, USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before

. COUNTY : Aiasi
VS 200 3 Dol b a. STATE Mo . b. COUNTY POLk— admission)
Rev. 4/59 b, CITY (If outside corporata limits, giva TOWNSHIP anly) Length of stay in 1b c. CITY Insicke Limits

l’g\'}vN ‘Bolivar 75 Hra. Tgsm Bodlivanr Yu X1 Ne O

c. FULL NAME OF {If NOT in hospitsl, give locstion) Inside Limi d. SV L . i
AT N { P 9 naide Limits ASD%%EETSS 1 cuhide, glve location) Neride on Farm

INSTITUTION  Hame o _ Yes )] No[3 7 312 N, Fiint St. Yo 1 NoyJ

3. NAMI OF DECEASED Firsd Middle . Last 4, DATE Month Day

(Type or print) . OF
Sarah flay Surigent. OEA™M Moy 20, 1963
5, SEX 6. COLOR OR RACE 7. Married Never Married [ |8. DATE OF BIRTH | #- AGE [last bifthday} [IF UNDER 7 YEAR _IF UNDER 24 HR
. ‘. wid MR T : Months' | Oays | Hours |  Min,
Female White aome vred O ) 8/74/1874 84 o '| " i l

102, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS.OR INDUSTRY| 11.. BIRTHPLACE (City and state of country) | 12. C!'I'IZEN OF WHAT COUNTRY
during most of working.life, evan if ratired) '

Howsewdile None Pulaska Co., Mo, {SA -
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, .NAME OF RUSBAND OR WIFE

Kalip Witk fllarthe La.uman David Swigert, Dec.
15. WAS:DECEASED EVER IN U.S. ARMED FORCES 17. INFORMANT Address
(Yes, no,.or unkmwn]l‘(}f yes, give war or'dates of

| e syt

DATE AMENDED

Year

.

fe fine.. Peand High — Boldvar, flo.
18. CAUSE OF DEATH (Enter only one cause par line for (a}, (b}, and {c]. . . INTERVAL BETWEEN
PART "). DEATH. WAS CAUSED BY: £ e N : - ¥ ONSET AND DEATH

IMMEDIATE CAUSE (a) >

DOCUMENT

. Conditions, if any, DUE TO (b)
" which gave rise to | =~ . :
above cause’ (al, . .
stating the under-
lying cause [ast, DUE TO (¢}

PART 1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the rerminsl PART 11l If deceased was  famsle was
" disesse condition given in PART | [a) there a pregnancy in last 90 days.

. '_D Yes I 1 No I ‘0 Unknown
' 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE- HOMEIICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enver nature of injury in PART | or PART It of item 18.)
a =] .

w
Q
[a]
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wi
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4

20c. TIME OF Hou Momh, Day, Yesr i
INJURY a.m.
pom.

. {25o—FLACE OF TNJURY (2.3, in or about homs, | 20F. CITY, TOWN, OR LOCATION
md"wdﬂ?.kgcﬁgﬁ(so . farm, factory, atreet, office bldg., etc.)
NOT WHILE AT WORK [

21. 1 attended the d d from iﬂf' ! E L / —, to. .z /? (-) and Last savhie ‘alive on—
’ Daath occurred 31_6,_4 G ”/ m -— i %he date stated above,, and 10 the besf of my I:nowledge fros o cayses stated.
.22¢c. DATE SIGNED

72s. STGNATURE 4 z\) &D s j ) L - 2% \ ?’)\' . k22

Z3a. BURIAL, CREMATION, [ 23b. DATE <. NANE GF CEMETERY- OR CREMATORY 23d. LOGATION (City, tawn, or county) te)

REMOVAL (Specify) . i1 s
Y etery nNE of Wishart, Mo.
24: lgLI_NERA-La_’DJI‘RECTOR 6/1/63 ADDRESS &Lon Cen, 25. DATE RECD. BY LOCAL REG, [ 28 fﬁGiSTRA!'S IGNATURE
Pauk D. Butler - Bolivar, fo. Thaw 31, 1763 E?aﬁplu Mu) L

{Licensed Embaimer’s Slnltme9 or Reverse Side]
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MEDICAL CERTIFICATION

USE BLACK INK
OR " .
TYPEWRITER RIBBON

SHOULD READ

{TEM NO.

. BY AFFIDAVIT OF




[

. "  STATEMENT BY' LICENSED EMBALMER .

| hereby certify that the body whose name ‘is recorded on the reverse s-'ide of this certificate was embalmed by me,

Studen! Embalmer No.

or l:yy - -

“working under my personal supervision,

Student, : -
. Signature of Student Embalmer

4

MNote: The above MUST BE SIGNED BY THE LICENSED EMBALMER rn
with the above constitutes grounds for revocation of license).

G A

Licensed Embalmer No 6( 5( 2 /

P. Q. Addressw ‘a

his OWN _HANDWRITING. (Failure to comply

If embalmed by a STUDENT, he™also shall sign in his OWN handwriting.

_ If this body is not embalmed, fact.should be so stated above.




